mucosal surface of the colon to be dark brown in colour and covered with ridges and small polypoid tumours, mostly about the size of a pinhead. These ceased abruptly at the ileocecal valve and the mucous surface of the small intestine was normal in appearance.
, in his Presidential Address to this Section on "Multiple Primary Malignant Growths, with Special Reference to the Colon and Rectum", reported several cases and stressed the practical importance of a thorough search for multiple tumours before planning any radical operation, or the placing of a colostomy. He also discussed the difficult question of the etiology of multiple tumours, with regard to the possibilities of their arising independently, in areas of diffuse polyposis, or as implants of detached portions of one growth into another part of the bowel. Consideration was also given to the possibility that a familial or hereditary susceptibility might favour the development of multiple carcinomata, but this influence would not appear to operate with any greater frequency in cases of multiple, than in those of single primary malignant growths. CASE 1.-Mrs. E. T., aged 61, was first seen in May 1945. History.-Bleeding per rectum on defaecation for past three months. Bowels regular but with passage of excessive flatus. No mucous discharge. No abdominal pain. Some loss of weight.
Examination.-A carcinoma was palpable in the upper third of the rectum. Per abdomen, a mass was palpable in the right upper quadrant which moved up and down with respiration and which was suggestive of an enlargement of the liver. This was thought to be probably due to metastases from the carcinoma in her rectum.
First operation (5.6.45).-Exploration: The mass which had been felt on examination of the abdomen was found to be an annular carcinoma in the ascending colon 14 in. (3 -8 cm.) beyond the ileocwcal junction. There were no local attachments and no glandular metastases, nor secondary deposits in the liver or elsewhere. The presence of a mobile carcinomatous ulcer at the rectosigmoid junction was confirmed. There was no gross intestinal obstruction.
Operative procedure: Right hemicolectomy for adenocarcinoma of cxcum, completed by the Paul-Mikulicz method. Post-operative progress uneventful.
Second operation (10.7.45).-One-stage abdomino-perineal excision of the rectum for adenocarcinoma of rectosigmoid junction.
Post-operative progress again uneventful until signs of small-gut obstruction developed on the tenth day. Third operation (23.7.45).-The abdomen was reopened and two narrow peritoneal bands, associated with the last parietal incision, were found obstructing a loop of small intestine, and were easily divided.
Although very ill at this time the patient made a good recovery. On October 10 a small polypus was found presenting at the stoma of the terminal colostomy and excised. Microscopically, this showed a columnar-cell adenocarcinoma.
Fourth Investigations: Barium enema ascended to cvcum without delay or difficulty. Insufflation revealed no soft tissue masses. No neoplasm was detected. Sigmoidoscopy revealed a low sessile papillomatous ulcer on the anterior wall of the rectum situated about 4 or 5 in. (10 or 12-5 cm.) from the anus.
Fourth operation (30.1.47).-Exploration: Liver contained no secondaries. No primary or secondary growth discovered in abdominal cavity except for a small nodule in the omentum which was removed. There were several enlarged glands in the pelvic mesocolon and subperitoneal growth was spreading from the rectum along the bottom of the pouch of Douglas, causing some fixation to the left pelvic wall.
Procedure: One-stage abdomino-perineal excision of rectum. A nodule of growth was also removed from the region of the right round ligament and the portion of the mid-line scar containing a nodule of recurrent growth was excised.
Specimen: A papillomatous ulcer, lj in. (3-8 cm.) in diameter, 5 in. (12-5 cm.) above the anus, with massive invasion of perirectal tissues.
Microscopical examination: Adenocarcinoma of rectum. Omentum, abdominal wall and right round ligament all show secondary adenocarcinoma. Post-operative progress uneventful.
DISCUSSION
A few points of general interest or significance from the case-histories of these two patients invite comment.
From the practical aspect, Case I exemplifies the point stressed by Norbury in his Presidential Address and by many other writers, namely the importance of suspecting, and searching for, other primary growths when one has been discovered.
The palpable tumour in the right side of the abdomen did somewhat closely simulate an enlargement of the liver, and it would have been unfortunate if this assumption had been accepted without verification.
Secondly, the completion of the right hemicolectomy by a Paul-Mikulicz procedure appeared particularly appropriate in the presence of a second carcinoma at the rectosigmoid junction, which, as a potential cause of obstruction, might have seriously added to the risks of an immediate ileocolic anastomosis.
Furthermore, the temporary ileocolostomy served the useful purpose of isolating and decompressing the distal colon and rectum as a preliminary to the abdomino-perineal excision.
From the theoretical point of view, a tentative opinion that, in both cases, the associated carcinoma in the rectum arose as an implant of a detached fragment from the colonic growth is suggested by the following evidence:
(1) In neither of these patients was there a generalized polyposis. The growths in both excised rectums were solitary; in both cases, palpation of the colon at laparotomy revealed no polypi; and in the second case, a barium enema with air contrast films, specially done to reveal possible multiple polypi, gave a negative result.
(2) The adenocarcinomatous polypus, which formed at the stoma of the left iliac colostomy in Case I, was evidently an implant from the growth in the ascending colon. A similar implant in the rectum therefore seems a likely explanation of the origin of the carcinoma in this situation.
(3) In Case II, the fact that rather profuse himorrhage was the first symptom of both the colonic and rectal carcinomata may be an indication of a similarity in the type of growth and, furthermore, the occurrence of implants in the abdominal wall after each of the first two laparotomies suggests a particular proneness to this manner of spread.
On the basis of these assumptions, the rectal carcinoma would be readily explained as an implant derived from the growth at the hepatic flexure. This, however, implies a very slow rate of growth of the rectal carcinoma in view of the lapse of three years and four months between removal of the colonic tumour and the first annearance of rectal svmntoms. 80/60 mm.Hg. Abdomen: a large, tender, hard and irregular mass was found in the right iliac fossa, which appeared to be slightly fixed. Rectum showed large third degree internal hemorrhoids which would account for the bleeding. Sigmoidoscopy to 25 cm. revealed nothing abnormal. Diagnosis: Carcinoma of tne c.Tcum. Barium enema suggested that the abdominal mass was probably an appendix abscess, there being no definite evidence of a new growth. Hemoglobin was found to be 66% and white blood-count 13,000 (polymorphonuclear leucocytosis). Patient ran a swinging temperature up to 102/1030 F. (38 9/39 5°C.) for the first week and during that time he was given 3 pints (1-7 litres) of blood and one pint (0.57 litre) of serum. Haemoglobin now was 70%.
For ten pre-operative days he was given phthalylsulphathiazole 10 grammes daily, and his temperature settled soon after its commencement.
Operation was performed twelve days after admission under spinal anesthesia and continuous drip pentothal. The abdomen was opened by a long right oblique incision and a large mobile carcinoma was found in the cecum, there being one large palpable gland in the mesentery of the small intestine.
On routine exploration of the abdomen the liver was found to be free of any palpable deposit, but a small hard contracting mass was palpated in the small intestine, which on delivery was found to be an ileal intussusception actually developing. After reduction, a small puckered hard mass was felt in the wall of the ileum and there was a hard gland about 3 in. (7X6 cm.) away in the mesentery. This second growth was thought to be another carcinoma. The whole of the small intestine was examined for other tumours but none was found. The tumour was situated approximately 6 ft. (183 cm.) from the ileocecal valve.
A right hemicolectomy including approximately 6 ft. of ileum with its mesentery was performed; the apex of the excised mesenteric field being about 1 in. (2X5 cm.) below the duodenum.
The proximal end of the ileum was closed and also the end of the colon just distal to the hepatic angle. A side-to-side anastomosis was performed and the mesenteric defect repaired. The retroperitoneal area in the right loin was drained with Penrose drains. The patient made an uninterrupted recovery and, fifteen days later. his haemorrhoids were ligatured and excised.
Pathologist's report (21.2.47) (Dr. C. E. Dukes).-Gross characters.-The specimen consisted of the caecum, ascending colon and 9 ft. (2-75 m.) of small intestine. A huge fungating tumour completely encircled the ileocTecal valve and protruded into the cxcum (A). A hard nodule was found in the small intestine causing some constriction of the lumen. This was situated about 5 ft. (152 cm.) from the ileocTcal valve ( fig. 1, B) .
Microscopic structure.-The growth in the cTecum is an adenocarcinoma of a low grade of malignancy. The tumour in the small intestine is a carcinoid tumour.
Methods of spread.-(I) By direct continuity: The cTcal growth had spread into the pericolic fat to a moderate extent. The carcinoid tumour had begun to invade the muscle coat. (2) Venous spread: There was no sign of venous spread. (3) Lymphatic spread: The glands from the ileoczecal angle were all free from metastases (fifteen glands examined) but of five glands removed from the mesentery of the small intestine in the vicinity of the carcinoid tumour three contained metastases from this growth ( fig. 2 ).
Classification.-Carcinoid tumour of the small intestine with three lymphatic metastases associated with adenocarcinoma of the cecum free from metastases.
